With the adoption, in September 2015, of the Sustainable Development Goals with a time horizon of 2030, there is a dire need to exploit avenues for the monitoring of progress towards meeting the targets pertaining to sexual and reproductive health, whether at global, regional, national or grassroots level. The current process for the selection of indicators, to complement the targets, provides an opportunity for a concerted effort to improve monitoring procedures and ensure their relevance for programme adjustment and accountability. It is imperative for national processes to ensure effective reporting besides linkages with related sectors. (Afr J Reprod Health 2016 (Special Edition); 20[3]: 45-54).
Introduction

Changing perspectives
Until last year, the Millennium Declaration guided activities in international development for achieving the eight Millennium Development Goals (MDGs) with their 21 targets and related 60 indicators 1, 2 . From the vantage point of reproductive health, "the adoption of the Sustainable Development Goals (SDGs) 3" at the United Nations Summit in September 2015 should be viewed in the historical context of the longstanding role of family planning in the health sector specially with its recognition as an essential element of primary health care at Alma Ata in 1978 4 . The family planning movement underwent a paradigm shift in September 1994 when the Programme of Action of the International Conference on Population and Development (ICPD) changed the focus of population programmes away from population numbers and family planning targets towards human development: the wellbeing of populations would thereafter be promoted by meeting their reproductive health needs over the life cycle with the emergence of a much wider approach rooted in gender and human rights 5 . It was explicitly noted in the Programme of Action of the ICPD that reproductive health includes sexual health, a convention that we adhere to in this article.
With the social sector being much emphasised in the Millennium Declaration, reproductive health was well represented in the three health MDGs 4, 5 and 6 through child and maternal mortality, access to reproductive health and HIV control 6 . Subsequent priorities for SDGs, as initially proposed by the High-Level Panel of the United Nations Secretary-General 7 , were considered by the intergovernmental Open Working Group 8 which was set up at the 20-year follow-up of the Rio Conference on Sustainable Development. With the then prevailing concern for matters environmental, it is not surprising at all that social and economic components of sustainable development received less emphasis relatively and as a result, health is prominent in only the third SDG goal (SDG3). The reduction in the number of health goals has been fortunately accompanied by a concomitant increase in the attention paid to the broad dimensions of coverage and quality of health system besides the burden of cost on individuals, and through expansion at the target level. The SDG process has also explicitly recognized the interlinkages between different sectoral components, this response being due to the critique that the MDGs reinforced vertical silos and distorted competition for resources.
The broader context of the SDGs can be recognized in the multiple processes that have contributed their development and initial implementation. A wider range of intergovernmental processes has been mobilized to contribute to the realization of its expanded agenda. For example, the Paris Agreement adopted at the 21st Meeting of the Conference of Parties (COP 21) to the United Nations Framework Convention on Climate Change aims at strengthening the global response to the threat of climate change, in the context of sustainable development and efforts to eradicate poverty based on the principle of equity, common but differentiated responsibilities, and respective capabilities 9 .
An understanding of the monitoring process for the SDGs necessitates an appreciation of the preceding political declaration, a detailed consideration of relevant goals and their associated targets 3 . Whereas the main aspects pertaining to the clinical practice of reproductive health are largely addressed in the health sector, there are supporting statements from other sections such as gender and education: with the interdependence between the various goals, the operationalisation of strategies, including monitoring, should reflect those interlinkages. It is most appropriate that the attainment of universal access to reproductive health services, which is in line with the ICPD Programme of Action, the Beijing Platform for Action and their respective review processes, has also been included as a target under the Women's Empowerment goal (SDG5), referred thereafter as the gender goal.
Whilst the positioning of this target increases the priority accorded to reproductive health, including for linkages to SDGs beyond the health sector, there are related challenges for policy coordination, implementation and monitoring 10, 11 .
Policy formulation
As SDGs were formulated around 2014 when both the Programme of Action of the ICPD and MDGs were coming to term, their legacy should be recognised for influencing policy dialogue and decision-making 12 . The ICPD was a testimonial to reproductive health in 1994 through its prominence especially for follow-up and advocacy. Whereas its indicators included details such as age at marriage, regarding the aim of discouraging child marriage, the incidence of other harmful practices and coverage of sexuality education, no substantial arrangements were made to strengthen local systems for related data collection. Its estimates of the resource requirements for demographic data were initially largely focused on census costs, supplemented by population surveys but estimates of resource requirements for both programmes and data needs were neither updated nor expanded until 2010.
International interventions for the implementation of MDGs focussed on a few health conditions for selected countries but a different approach will be used for SDGs which are much broader and universal, at least at this initial phase 13, 14 . Whereas the MDGs were quite selective in their choice of indicators, they were not accompanied by specific arrangements for putting adequate data systems in place. However, in the last few years, the Independent Expert Review Group of the Commission on Information and Accountability for Women's and Children's Health initiated activities to strengthen monitoring and accountability. Other multistakeholder initiatives have also developed, tested and disseminated tools for improving monitoring of family planning and reproductive health outcomes 15, 16 . There has been substantial congruence among the various monitoring system, in part due to the participation of an overlapping set of institutions and individuals.
The preparatory activities for the SDGs included extensive consultations with interested parties and they provide a more coherent approach to development that will be much wider in the applicability than were the MDGs. In highincome countries, SDGs should be useful for equity by addressing disparities that reflect marginalised groups whether pertaining to geography, ethnicity, age or income. A fundamental principle of the SDGs, devised to address the perceived shortcomings of the MDGs, is to ensure that "no one is left behind 3 . This approach was understood to remedy a reliance on national averages in the MDG monitoring system which would allow substantial progress to be reported even when underserved groups continued to lag behind their more privileged compatriots. The SDGs additionally seek to provide a common framework for evaluating development in all countries whereas the MDGs were largely focussed on addressing poverty in the poorest countries. Accordingly, the 2014 report of the Open Working Group 8 had 17 goals and 126 targets: a significant expansion of the MDG ambit. While only one goal was devoted to health, it had 9 targets which significantly expanded the MDG focus and increased the priority on health system strengthening besides coverage of particular conditions.
Targets
The 2030 Agenda for Sustainable Development was approved at the United Nations Summit, of September 2015, as submitted 3 . The extended process of discussion that preceded the formal approval had been "short-circuited" earlier. The political compromises that had been required kept the original suggestions of the Open Working Group largely unchanged. Despite the widely shared understanding that there were too many and sometimes complex targets 17 , their modifications would have hindered progress by reopening the entire debate.
The health goal (SDG3) aims to "Ensure healthy lives and promote well-being for all at all ages ". Four of its 9 targets are specially directed towards reproductive health and they are all definitely legacies from the MDGs.
Target 3.1 "By 2030, reduce the global maternal mortality ratio to less than 70 per 100,000 live births"
There was much success in MDG5 with reductions in maternal mortality during the last five years: further improvements can be expected due to the continuing impact of interventions 18, 19 . Target 3.2 "By 2030, end preventable deaths of newborns and children under 5 years of age, with all countries aiming to reduce neonatal mortality to at least as low as 12 per 1,000 live births and under-5 mortality to at least as low as 25 per 1,000 live births" Whereas there have been substantial falls in infant and child mortality, the more resistant causes during the neonatal period are now receiving more emphasis 19, 20 .
Target 3.3 "By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected tropical diseases and combat hepatitis, waterborne diseases and other communicable diseases"
The control of HIV, and other communicable diseases, is a priority of the African Union 21 . HIV/AIDS is primarily sexually transmitted in most settings and in the MDGs, it was separated from other components of the continuum of care for sexual and reproductive health under a separate goal. The SDG formulation keeps it in a different target from other sexual concerns, albeit more ambitious than the corresponding MDG target by calling for the end, as opposed to mere diminution or control, of this HIV pandemic besides expanding the range of specific communicable diseases to be addressed and adding neglected tropical diseases.
Target 3.7 "By 2030, ensure universal access to sexual and reproductive health-care services, including for family planning, information and education, and the integration of reproductive health into national strategies and programmes"
Whereas the issue of universal access to reproductive health services did not make it in the initial list of targets of MDGs, it was a valuable addition 6, 22 which officially took effect in 2008 and has now been confirmed in its inclusion for the SDGs 23 .
Four of the other 5 health targets are of significant relevance to reproductive health and they address issues and perspectives neglected in the MDGs. The fourth target calls for reduction of premature deaths from non-communicable diseases, which recognizes the ongoing epidemiological transition associated with ageing populations, and promotes mental health and wellbeing. Suicide is now the second greatest cause of death among adolescent girls, a fact reflecting social vulnerabilities at a time of sexual maturation and transition. The prevention of substance abuse, including narcotics and alcohol, comprises the fifth target. Alcohol consumption deserves attention in its own right, and especially as it is a factor in both consensual and nonconsensual sexual contact. The ninth target addresses adverse impact on reproductive health due to hazardous chemicals besides air and water pollution as well as soil contamination.
Target 3.8 "Achieve universal health coverage, including financial risk protection, access to quality essential health-care services and access to safe, effective, quality and affordable essential medicines and vaccines for all"
The issue of universal health coverage (Target 3.8) has been extensively discussed over the last three years 24, 25 and has the potential to contribute substantially towards universal access to reproductive health services provided that a rightsbased approach supersedes so-called morality and sociocultural issues 26, 27 . The selection of indictors for this target is still in process and will likely not be resolved until late 2016. When consensus is reached, the selections will be presented to the meeting of the United Nations Statistical Division in 2017.
The Women's Empowerment Goal (SDG5) aims to: "Achieve gender equality and empower all women and girls". The six targets under this goal address a wide range of issues regarding inequities and inequalities related to gender discrimination. The broad coverage expands the MDG emphasis on schooling, non-agricultural work and parliamentary participation with gender inequality related to particular sectors, such as education, being addressed under other relevant goals. It is most regrettable that a programmatic recommendation advancing comprehensive sexuality education was not accepted, along with other curriculum recommendations advanced by diverse groups of educators, during the negotiation process. However, all indicators are expected to be reported with disaggregation by sex: this approach will facilitate the identification of inequalities and inequities specially many of the key pillars of gender empowerment as proposed by the Gender Thematic Group of the UN Millennium Project 28 and advanced by a broad range of civil society organizations. As the revision of MDGs of 2007, and operational in January 2008, was dictated by political considerations of the time, the target on access to sexual and reproductive health services was added within the health goal dedicated to maternal health 6 : aspects of sexual and reproductive health not related to maternity were therefore implicitly excluded but most policy and programme attention emphasized the broader ICPD agenda 5 . It is therefore fortunate that the SDG solution to the broad and differentiated set of concerns related to sex and reproduction was to incorporate sexual and reproductive health services under the health goal SDG3 and the more non-clinical elements under gender goal SDG5.
Other targets under the gender goal SDG5 also explicitly address issues addressed in the Programme of Action of the ICPD. Target 1 generically opposes all forms of discrimination against women, placing the goal firmly in a human rights context. Target 2 calls for the elimination of all forms of violence against women and girls in public and private spheres, including trafficking and sexual and other kinds of exploitation: this points to responsibility for service providers and others to identify and address observed signs of violence. Target 3 calls for elimination of harmful practices, including child, early and forced marriage and female genital mutilation. In addition, the fourth and fifth targets address other concerns addressed in the Programme of Action of the ICPD but less directly related to health issues: valuing women's and girls' unpaid care and domestic work with the latter of which serving, even when paid, as a source of sexual exploitation addressed in the second target, and women's participation and leadership opportunities at all levels of decision making in political, economic and public life.
The scope and limits of Target 5.6, on universal access to sexual and reproductive health, will depend on the indicators finally selected for global monitoring, as discussed below, but also on the selection of indicators through regional and national processes. Some of these could relate to the role of women for decision making within households, beyond marriage and protection from abuse. These could include information on intrafamily assistance in medical access and on recognition and support for male reproductive health and men's support for their partners.
Indicators
The follow-up and review of the goals and targets will draw upon a set of global indicators complemented by additional indicators at not only regional but also national levels. It is expected that being valuable for decision-making, indicators will be used in high-level political fora. Whereas data will be largely retrieved from existing reporting systems, it is recognised that capacity strengthening will be needed in certain countries to ensure the timely availability of quality data that should be accessible in a disaggregated form.
Constituted of chief statistical officers from various countries, the Inter Agency and Expert Group on SDG Indicators (IAEG-SDG) is supplemented by inputs from technical agencies and responses from a diverse group of stakeholders prioritizing their concerns. It developed the global indicator framework, for approval by the UN Statistical Commission before adoption by the Economic and Social Council and the General Assembly of the United Nations as detailed below. This simple, and yet robust, framework addresses both the substance of the targets and of their means of implementation through necessary conditions for action and monitoring. For example, the means of implementation related to the gender goal relate to policy frameworks recognizing women's right to economic resources, access to communications technology for women's decisions and systems to track public resource commitments allocated to women's equality. It is recognized that certain preparatory tasks will be undertaken for establishing baseline data, where unavailable, once the indicators are finalized.
By May 2016, indicators for the targets had been proposed and evaluated by the Statistical Division. Several rounds of consultation have been facilitated and the IAEG-SDG has met three times. Indicators have been characterized as being in one of three tiers. Tier 1 indicators have an established methodology and substantial coverage globally. Tier 2 indicators have an established methodology, including in multicountry survey programmes, but more limited data availability. Tier 3 indicators have neither a consensus methodology nor, accordingly, existing databases. Continuing consultations are aiming to finalise the nature of indicators through the examination of available resources and the assessment of national and regional resources for their measurement. It is anticipated that Tier 1 indicators will form the backbone of the global monitoring whereas Tier 2 indicators will be monitored and work plans advanced for expanding coverage. Tier 3 indicators will remain under development and trial with the expectation that a refined set of measures will be presented for approval to the United Nations Statistical Commission at its meeting in 2017. Beyond the global indicator set, regional consultations will continue, as will national formulation of priorities for action and monitoring. It should be noted that a working group within the IAEG-SDG has been given the task to address the interlinkages among various goals and targets.
The targets most directly relevant to reproductive, maternal, newborn, child and adolescent health have been given health indicators whereas discussions continue for the development of indicators pertaining to sexual and reproductive health and rights under the gender goal.
The health target directly addressing sexual and reproductive health and rights concerns builds on the MDG framework as set out in the Table  below for Target 3.7. Target 3.3, for HIV/AIDS, also included in the Table, uses new infections as its indicator, consistent with the aim of ending the epidemic. As already noted, Target 3.7 focuses on services and on the continuing integration of reproductive health into strategies and programmes. Unlike Target 5.B of the MDGs which maintained independent measures of met and unmet demand, the monitored indicator combines elements of contraceptive prevalence and unmet need for family planning into a single indicator that prioritizes the degree to which the health system satisfies the fertility preferences of reproductive age women with provision of the most effective family planning methods (with the implicit expectation that demand generation, i.e., lower fertility preferences, will result from progress on education, mortality reduction and other targets). As the overwhelming majority of contraceptive use is through modern methods in most countries 29 , this adjustment recognizes both the need for health systems to enable realization of expressed fertility desires, which is a rights-based concern, and the importance of effective, acceptable and affordable services of quality. It is noteworthy that the political sensitivities favouring the inclusion of traditional contraceptive methods did not prevail and only modern methods of contraception will be measured for this indicator. Additionally, the adolescent birth rate has been expanded to acknowledge sexual activity among younger adolescents by including the group of 10-14 year olds: this approach will require both an adjustment of the sampling frames for reproductive age and new specialized surveys.
Efforts to ensure and monitor universal health coverage, as set out for Target 3.8 in the Table below , remains a work in progress. Significant progress has been made to identify a set of tracer interventions for indicator 3.8.1 across a cluster of (a) reproductive, maternal and child health interventions, (b) non-communicable disease interventions, (c) management of infectious diseases with antiretroviral therapy and treatment of tuberculosis, (d) service capacity and (e) access measures 30 . Whilst met demand for family planning is included in the composite indicator, as are other measures related to the continuum of care for reproductive, maternal, child and adolescent health, the measure seeks to capture overall health system strength and coverage: whereas the methodology exists, the limited availability of data led to indicator 3.8.1 being classified as Tier 2 while development work proceeds. Indicator 3.8.2 is less advanced due to divergent views on the emphasis to be placed on out-of-pocket outlays: whereas chief statistical officers in the IAEG-SDG proposed the proportion of the population either covered by health insurance or with access to public health services, civil society organizations objected and the current discussion seeks a compromise to address issues related to substantial out-of-pocket expenditures.
The elements of the gender goal pertaining to sexual and reproductive health and rights, as set out for Target 5.6 in the Table below , remain under development. The recent meeting of the IAEG-SDG upgraded indicator 5.6.1, on decisionmaking by women, from Tier 3 (no methodology; no data) to Tier 2 (methodology and limited data) after presentation of evidence about the availability of appropriate measures in the Demographic and Health Surveys. Further field tests of improved methodologies are underway. Indicator 5.6.2, regarding government policies, remains classified as a Tier 3 indicator and the methodology is not expected to be finalized before 2017.
Operationalisation
As the implementation of SDGs will be largely dependent on national processes, it is imperative for lobbies to be involved for various activities at the grassroots level 31, 32 . Emphasis is needed on models for working together, whether through the United Nations system or platforms for interactions with NGOs, to ensure intersectoral activities at all levels and widespread buy-in and participation by a range of national stakeholders 33, 34 . The health status of peoples and populations will improve from direct service delivery with related macrointerventions and microinterventions as opposed to political statements at high-level jamborees. However, these latter activities could help for the mobilisation of resources and their judicious use through good governance with interventions for 15 years, national governments being in control.
Besides a legitimate controversy on the relevance of goals, formulation of targets and selection of indicators, there will be a continuing debate on reproductive health issues such as financing, human rights and the comparative role of prevention as opposed to curative services. A challenge will be the integration of those latter issues in the monitoring process by providing hard data for objective decision-making in the context of an evidence-based approach that includes identification of local gaps in services and missed opportunities for synergies and referrals. The issue of human rights is specially relevant for reproductive health services and should be addressed by some indicators.
Lessons can be learned from the operationalization of the MDGs relating to reproductive health over the past decade. After the adoption of the new target on reproductive health in 2007 6 , a large number of global, regional and national partnerships advanced reproductive health writ large by adding family planning to traditional maternal and child health concerns so as to take advantage of the political decision 35 . Each of these efforts, often involving a common core of institutions and individuals, established databases and advanced operational linkages among global, regional and national participants. Efforts have included the development of indicator sets, data collection and processing, dissemination methodologies, protocols, strategies for intensive national level consultations and resource mobilisation. Pilots and applications have improved the reliability, quality and timeliness of data collection and use. Those activities are supported by various mechanisms including funding from the Global Financing Facility that was recently set up 36 . These initiatives are, in various ways, explicitly considering issues pertaining to rights for both programmatic efforts and protection of privacy of individuals, with special concern for vulnerable and marginalized populations. This proliferation of policy dialogues, technical reviews and methodological advances mirrors the development of efforts advancing progress on HIV/AIDS in the years following its inclusion in the initial MDGs as part of an integrated approach to reproductive health 37 .
Notwithstanding this accelerating progress, a major limitation for the validity of indicators remains, resulting from remaining levels of inaccurate data as collected at the grassroots level 38 : any problem faced there would be compounded at higher levels of data aggregation. Much can be and has been learned from the success of immunisation and malaria programmes with the implementation, by national governments, of core sets of coverage indicators with standardised methods for their measurements through international coordination mechanisms 39 .
It is increasingly recognized that indicators should span the range of interventions from national policies, through process procedures and quality standards, to outputs besides outcomes for impact. Coverage over the continuum of care 40, 41 will need to be monitored besides the incidence of and follow-up for referrals, complications and side-effects as well as responses to them.
Unfortunately, indicators can sometimes distort government priorities when resources focus on interventions that will impact on indicators as opposed to other aspects of the targets and the supportive conditions required and barriers to be overcome. Decision makers should be aware that the SDGs and their targets are interdependent and indivisible: indicators are merely proxies to measure progress. As different regions and, more critically, nations have different sensitivities about sexual and reproductive health concerns, care must be taken to maintain a holistic perspective 42, 43 . As a cautionary example, the emerging global universal health care monitoring effort takes a broad perspective in the diverse areas of reproductive, maternal, neonatal, child and adolescent health 44, 45 but care should be taken for family planning, being part of clinical practice, to feature among its set of health interventions as opposed to being grouped elsewhere due to its linkages with other social conditions 46 . National commitment to a common holistic approach will be essential for accountability and programmatic corrections. Neither these sensitivities nor data scarcity should prevent countries from making every practical effort to cover all components of sexual and reproductive health. It should be noted that when comprehensive knowledge of HIV/AIDS methods of transmission and protection was accepted as an MDG indicator in 2001, data were available for only 39 countries whereas it is now nearly universal.
Whereas SDGs have a 15-year horizon, a major long-term challenge will consist of the shifting roles and relationships through the life course regarding changes in the age structure of populations specially for intergenerational relations: this is in sharp contrast with MDGs which had too much of an individual focus due to the traditional viewpoint of demography and epidemiology whereby populations are broken down by age and sex rather uniting individuals through associations of cross-gender and crossage. Beyond aggregate statistics, monitoring systems should allow examination of the interdependency of choices by health services and by individuals along the way to full coverage, beyond the defined framework of universal health coverage, of health needs 47 .
According to the SDG discourse, targets are aspirational and global but with the accepted multilateral principle of national sovereignty, governments can determine national targets that are appropriate for local circumstances. With their limited finite resources, national governments must be highly selective for their introduction of additional indicators as opposed to the unfortunate all-in approach whereby all seemingly reasonable suggestions are adopted without due consideration to resource limitations that would affect implementation. Moreover, governments should prioritise their international commitments for the timely reporting for international indicators 48, 49 , whether at the global or regional level, before the introduction of any additional indicators whether at national or subnational level.
Finally, it is imperative to promote open data policies for public access to official datasets, whether national, regional or global, not simply for transparency purposes. It is most important to ensure the exploitation of those valuable resources both to improve the availability of objective information as part of the evidence base for decision-making and to promote academic research with its potential for contributing to the health literature.
